AIDS, a diagnosis of Kaposi's sarcoma must be considered in homosexual men presenting with persistent diarrhoea, for which no infectious cause can be demonstrated.
Case history
The patient, a 37 year homosexual hairdresser, was well until July 1982, when he developed diarrhoea, with frequent loose stool and a mucus rectal discharge. He was examined at a clinic for sexually transmitted diseases, and a rectal gonococcal infection was found; however, his symptoms persisted after the gonorrhoea had been eradicated. Over the following three months he passed up to 12 loose stools a day, with mucus, but no blood or pus. Repeated stool culture and microscopy were negative, but he was treated empirically with metronidazole for presumed Entamoeba histolytica infection. There was no clinical response, and the patient was referred to a consultant gastroenterologist for investigation. In November 1982 a barium enema was performed, which showed mucosal ulceration and oedema in the rectum and distal sigmoid colon, compatible with ulcerative colitis. Sigmoidoscopy revealed an ulcerated mucosa, and histology of a superficial rectal biopsy specimen showed inflammatory changes suggestive of ulcerative colitis. The patient was treated with salazopyrin and hydrocortisone enemas.
The symptoms improved slightly on this treatment, with a reduction in bowel movements to 6/day. In March, 1983, however, the patient noticed purple, raised and non-tender skin lesions on the dorsum of both feet. These were not brought to medical attention. In May, 1983, the skin lesions had spread, with multiple purple plaques affecting the legs, buttocks, trunk and arms. At this time, the patient developed frank bleeding with the passage of stool, and bowel movements increased in frequency to eight per day. In June, his legs began to swell, and he was referred to a consultant dermatologist. A biopsy of a skin lesion was 4, 5) . A barium enema was performed, which showed an increased presacral space at 3 cm, with narrowing and shortening of the rectum and sigmoid with fine irregularity of the mucosal surface, consistent with fine ulceration (Fig. 6 ). There was a separate lesion in the caecum which appeared nodular, and narrowed the caecum circumferentially. The remainder of the colon was normal. The appearances in the rectosigmoid were compatible with inflammatory bowel disease, but the caecal lesions were atypical. A computed tomography scan of the abdomen showed para-aortic lymphadenopathy, marked thickening of the sigmoid and rectum and a reduced rectal lumen (Fig. 7) . Laboratory investigations revealed a total lymphopenia, (1.1.109/1) with T helper cell depletion, (0.37.109/1) decreased monocyte phagocytosis (81%) and anergy to three recall antigens (candida, streptokinase/strepto- dornase and PPD 1/1000). These findings were compatible with a diagnosis of AIDS.
Treatment
The patient's bowel symptoms and lymphoedema were disabling, and therefore it was decided to treat the Kaposi's sarcoma with recombinant human alpha interferon (Roche). He received 36 megaunits daily intra-muscularly for three months, planning to reduce to a maintenance schedule of three times/week for nine months, depending on response. This therapy was well tolerated apart from 42cm 2 L. Fig. 1 Kaposi's sarcoma on the foot. homosexual males with AIDS, and is uncommon in patients from the other risk groups (intravenous drug addicts, haemophiliacs, Haitians, etc). 5 The course of AIDS Kaposi's sarcoma has recently been extensively reviewed.6 7 The frequency of bowel involvement by Kaposi's sarcoma I' Fig. 7 Abdominal CTscan, showing thickening of the rectum and sigmoid colon, and a greatly reduced rectal lumen. in AIDS is extremely high, (over 50% of cases) and bowel involvement has been reported to occur before the development of skin lesions. 6 The bowel lesions are generally asymptomatic and at endoscopy are seen as nodules on the bowel mucosa.Y'11 At necropsy, extensive nodular disease has been reported, as well as some cases of more diffuse involvement.9 1() Diffuse symptomatic bowel involvement resembling ulcerative colitis, however, has not previously been reported. The initial diagnosis of ulcerative colitis in this case was supported by the radiological findings, and by the superficial rectal biopsy; the histological changes characteristic of Kaposi's sarcoma are most readily seen deep to the submucosa (see Fig. 5 ). This case is also unusual in that symptomatic Kaposi's sarcoma occurred five months before the development of skin lesions.
2'96
Infectious disease of the bowel is a common cause of proctitis and diarrhoea in homosexual men. "1 12 Diarrhoea is frequently caused by sexually acquired parasites, especially Entamoeba histolytica and Giardia lamblia; bacterial infections, notably Salmonella, Shigella and Campylobacter, may also be sexually transmitted by anal intercourse, or by oro-anal contact. Proctitis, with a purulent rectal discharge and rectal ulceration, may be caused by Neisseria gonorrhoeae, Chlamydia trachomatis and Herpes simplex. In general, homosexual men presenting with bowel disturbances should have a stool examination and culture for pathogens, and a rectal swab for direct microscopy by Gram stain and culture for the gonococcus. Kaposi's sarcoma must now be considered as an important differential diagnosis in homosexual men with prolonged persistent diarrhoea, in whom no infectious agent is identified. The frequent involvement of the oral cavity and buccal mucosa with Kaposi's sarcoma (Fig. 3) , in the presence of gastro intestinal lesions, provides a useful clinical clue, and these lesions should always be sought.9 ulcerative colitis.
bowel--presenting as apparent
Kaposi's sarcoma of the 
